A 75-year-old woman was admitted due to pyometra. A central venous catheter was inserted from the left internal jugular vein under ultrasound guidance to create a parenteral nutrition route ([@B1]). A post-procedural X-ray film led us to suspect that inadvertent intra-aortic catheterization had occurred ([Picture a](#g001){ref-type="fig"}). Although a blood gas analysis obtained via the catheter indicated intravenous catheter placement, computed tomography was performed to be sure, which revealed that the catheter was placed in the left superior vena cava ([Picture b-d](#g001){ref-type="fig"}, arrow). The catheter was used for 2 weeks without incident until she was transferred to another hospital. If care is taken not to induce arrhythmias during guidewire insertion, and the catheter tip is not placed near the coronary sinus, safe catheter placement is possible in a persistent left superior vena cava ([@B2]). The possibility of a persistent left superior vena cava should be kept in mind when inadvertent arterial catheter placement is suspected on chest X-ray.
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